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F 000 | INITIAL COMMENTS F 00D
An annusl recertification survey and complaint
Investigation #30525 and #31214 were complated
on March 18-21, 2013,.at Center on Aging and
Health, No deficienciss were cited related to
complaint investigation #30525 and #31214,
under 42 CFR PART 482.13, Requirements for
song Term Care Failtes. F 158 483.10(b)(6)(10) 483, 10(b)(*) NOTICE
F 156 | 483.10(b}(5) - (10), 483.10(b)(1) NOTICE OF F 156 OF RIGHTS, RULES Sros; :
, » SERVICES, CHARGES
S5=0 | RIGHTS, RULES, SERVICES, CHARGES 1) Starting on 3/1 312103 2n ABN wil be sent to 4l
- . . residents affected by deficient ractice.
The facility must inform the rasident both orally 2) The Admissions éocrdinator? and Staff Surveypr
and in writing In a tanguage that the resident raviewed all rosidehts requiring ABNs and sont
understands of his or her rights ang al} nies and them out,
regulaticns govemning resident conduct and 3) The Admissions Coordinator and Staff Survevpr
responsibfiities during the stay in the facllity. The developad the proper form needed and will attent  3r15/13
Facility must also provide the resident with the the woekly mesting with therapy to dentify which
nofice (if any) of the State developed under -+ [resldents require an ABN. .
§1919(s)(8) of the Act. Such notification must bs 4) The Admissions Coordinator wil report 1o QA
; b With log of residents requiring ABNs (done on a 4/18/13
made prior fo or upan admission and during the quarterty basis). QA Committee consists of the
rosidentss stay. Receipt of such Informetion, and ‘| Administrator, Director of Nursing, Assistant
any amendments to it, must be acknowladged In [ Director of Nursing, Quality Assurance Nurse,
writing. Safaty Director and Department Hands,
The facility must inform each resident who s
entitied-to Medicald benefits, in writing, at the time
of admission. to the nursing facility or, when the .
resident becomes eligible for Medicaid of the
items and services that are inclided it nursing
faclliity services under the State plan ang for
which the resldent may not ba charged; those
other lfems and servicas that the fadiity offers
and for which the resident may be eharged, and
the amount of charges for thoge services; and
inform each resident when changes are made fo
the items and services specified in paragraphs (5)
(){A) and (B) of this section.

£X6) DATE

. 7, W

Any deﬁaéncy stateme endiné with an astensk (*) denotes 3 deficiency which the Instiutlon may be excused from comrociing providing it i determined that
othor safeguards pr sufficient protection fo the patlents, (8= instiuctions.) Excapt for nursing homes, tha fndings stated above are disclosable 50 days

program participation,
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F 156 | Continued From page 1 E 156 F 156 483.10(b)(5)-(10),483.10(b)(1) NOTICE
The facility must inform eaci resident before, or OF RIGHTS, RULES, SERVICES, GHARGES
at the time of admission, and pericdically during Residents #84, #80, & #102
the resident's stay, of services availgble in the 1) ABNs hava besn sent ta residents #84,
facility and of charges for thosa services, 90 & #102
including any charges for services not covered . . o LT
under Medicare or by the fagility's per diem rate. 2} Al residentsiPOA receiving skilled services
" fu will be provided an ABN prior ta the end of their
The facllity must furnish a written descripfion of Killed ssrvices. Compli i
legal rights which includes: skilled services. Complianca aghisved
A description of the manner of protecting survey and on March 21, 2013,
personal funds, under paragraph (c) of this 3¥A log will be maintained in the Admissions
section; ' Office and there will be & weekly meeting
A description of the requirements and procedures conducted.
far establishing eligibility for Medicaid, including 4) ABN log alang with minutes of weekly meeting
!:1932 ftl{gh)t t?-' fer?(l;efé an ass%z:sment under SSCﬁ:m will bs presented during the quarterly QA mestidgs
¢} which determines e extent of a coyple's . . .
non-exempt resources at the fime of fora penor{ c.|f one year. QA Comm:tt‘ee consist
institutionalization and attributes to the community of the Adminisirator, Director of Nursing, 418113
Spouse an equitable share of resources which Assistant Director of Nursing, Quality Assuran
cannot be conslderad avallable for payiment N fety Direct t Head
toward the cost of the instifutionatized spouse's e, Safely Director and Depariment Heads.
Mmedical care in his or her process of spending
down fo Medicald efigibiiity lavels.
A posting of names, addresses, and felephone
numbers of al} periinent State client advosacy
groups such as the State survey and certiflcation
agency, the Sfale licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicald fraud control
untt; and a siatement that the resident may file a
complaint with the State survey and certification
agency conceming resident abuse, neglact, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.
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PREFI¥ (EACH DEFICIENGY MUST Bt PRECEDED BY FuLL
TAG REGULATORY OR LsG IDENTIFYING INFORMATION)

1
PREFIX

TAG

FROVIDER'S PLAN OF CORREGTION

{5)
{EACH CORREOTIVE AGTION SHAULD BE %ﬁlm

CROSS

REFERENCED TO THE ARPROPRIATE
DEFIGIENCY}

F 1586 | Continued £rom page 2

The facliity must inform each rasldent of tha
nams, specielly, and way of contacting the
physician respensible for his or her care.

The facility rrust prominently display in the facility
written infarmation, and provide fo regidents and
applicants for admission orel and written
information abaut how to apply for and use
Medlicare and Medicald benefits, and how to
receive refunds for pravious paymenits covered by
such benefits.

This REQUIREMENT is not ret as evidenced
by'

Based on observation and interview, the facility
failed to notify three residents (%84, #90, & #1 02)
in a timely manner (no later than 2 days) of
appeal rights of skilled services being termination.

The findings included:

Review of Liability Notices and Resident Appeal
Rights (Advance Beneficiary Notice {ABNSs) of
three residents #84, #90, & #102, revealed no
documentation the residents or their legal
representative were notified of appedl rights at

| least two days prior to termination of skillad
services,

Interview with the Admission Coordinator, in the
Admission office, on March 20,2013, at 3:00
p-m., canfinmed the facility haad failed to insure
the residents or residents’ representives were
hollfied timely of appesl rights for termination of
skilted services for resident #84, #30, and #102.
F 15D | 483.10{c)(2){5) FACILITY MANAGEMENT OF

F 156

F 159

F 159 483.10 (c)(2)-(5) FACILITY MANAGEMENT
OF PERSONAL FUNDS
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. DEMICIENGY)
Resident 57
F 159 i Confinued Fram page 3 F 189 1) The quartesly financial statements on residenl1
$5=D| PERSONAL FUNDS #37 for Qolober-Decomber 2012 ware reviewed
Upot written authorlzatlon of a resident, the and sent out on January 4, 2013, The resident
facility must hold, safeduard, manage, and trust funds for the first quarter of 2013
account for the personal funds of the resident {danuary-March 2013) wore sent out on April
deposited with the facility, as specified in 4,203
{ paragraphs {€)(3)<8) of this section. 2) All residents with trust aceounts have been 1 4/4/13
The facility must deposit any resident's personal 58Nt statements of their trust funds with balances
funds in excess of $50 in an interest bearing by the Offica Manager.
?hcc?ur;lt tg“or accouqts) that is s?éparatehfrom any of 3} Alt residents will have a copy of their quarterly
e facility's operating accounts, and that cradits i ;
all interest earned on resident’s funds to that financial statoments of their trust Becount and
account. (In pooled accounts, there must be g Wil sigh an acknowledgement of said aceount
separate accounting for each resldent's share,) to keep on file. A letter will be sent to the POA's|  4/8/13
. idents with i
The facility must maintain a resident’s parsonal &_Jr residents wi dem,am'a or those who cann
funds that do not exceed $50 In a non-interest sign for themselves with  self stamped envato
bearing account, interest-bearing account, or to send the lstter back to us once signed.
petly cash fund., This letier is acknowledgement of the resident's
The facility must establish and maintain a system trust funds as well as a capy ef their quarterly
that assures a full and complete and seperafe slatements. An Excel Spreadshest implemented
accounting, according to generally accepted for monitoring.
accounting principles, of each residant's_ personal 4) The Office Manager witt prasent an Excal
tf)uanhis"antrusted o the facility on the resident's spreadsheel of all residents and their trust
’ funds quarterly for three quarters to the QA 4/18/43
The system must preclude any commingling of Committes. QA Committee consists of the
resident funds with facility fupds or with the funds Adminlstrator, Girector of Nursing, Asslstant
of any person other than another resident. Director of Nursing, Quality Assuranca Nusse,
The individual financial record must be availgble Suafety Director and Dspartment Heads.
threugh quarterly statements and on request to
the resident or his or her legal reprosentative,
The factlity must notify each resident Hat receives
Msdicald benefits when the amount in the
FORM CMS-2567(02.99) Pravious Verslons Obsolats Event iD: JVCX11 Fasifity [D: TNEG03 If continuation sheet Page 4 of47
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12} PROVIDER'S PLAN OF CORRECTION

TAG CROSS-REFERENCED TO THE APPROPRIATE
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F 158

F 221
Ss=D

This REQUIREMENT is not met as evidenced

Confinued From page 4

resident’s account reaches $200 less than the
S8l resource imit for one person, specified in
ssction 1611(a)(3)(B) of the Act: and that, if the .
amount in the account, in addition to the value of _
the rasident's other nonexempt resources, :
reaches the S8 resource limit for one person, tha
rasident may lose sligibility for Madicald or 51,

This REQUIREMENT is not met as evidenced
by,

Based on raview of the trust fund actounts and
Interview the facility failed to provide quarterly
statements to one resident (#57) of thirty-eight
residents reviewed,

The findings mcluded:

Interview with resident #57 an March 18, 2013, at
10:45 a.m,, in the resident's room, revealed the
resldent had a personal fund account the facility
managed and the facliity did not provide guarterly
statements to the residents with personal funds.

Intarvisw with the office manager on March 21,
2013, at 12:47 p.m., confimmned the facliity was not
sending out quartarly statements when the office
manager started in Novembar 2012, .
483.13(a) RIGHT TO BE FREE FROM
PHYSICAL RESTRAINTS

The resident has the right to be free from any
physlcal restraints imposed for purposes of
discipline or convenience, and not required to
treat the resident's medical symptoms.

F 221 | F221 483.13(a) RIGHT TO BE FREE FROM

F 159

PHYSICAL RESTRAINT

Resideont #109

1) Will be monitored and redirected by

staff fraquently. SIaff will bs aducated on fhe
importance of maintaining the privacy of other
residents. Verbal Consent given for use of
restraint on January 18, 2013. Family has
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c

signed a written consent. Pre-restraint Assessmbnt

F 221 | Continued Ftom page 5 ' F 221| Order dated 1/18/2013 was unavailable at the tifns

by: of su First evalualion was o 18113
Based on medical record review, facility policy ey aaon one on !
review, obsarvation, and interview, the faciity | and the consent form had been signed.

failed to agsess for a restraint for one {#109) of 2) Known wanderers will be monttorad and

thirty-eight residents reviewed, redirected more fraquently to ensure that thay
The findings included: remain within their allowed boundaries

effective 3/19/13. Educate the staff to be on aler
Resident #108 was admitfed to the faility on April

U W L of wandering residents at all times. Al residents

13, 2010, with diagnoses including Fracture of . ; ;

Femur, Vascular Dementia with Depressad With restraints will have pre-restraint asssssme

Meod, Anxiety, Anermia, and Hypertension, completed, 4118113

Pre-restraint assessment is 10 be completed on
Medical record review of the quarterty Minimum P

Data Set datsd January 23, 2013, revesied fhe any resident that has a need to be in any type
resident had severe cognitive impaliment with of restraint. A sonsent by the POA and ,
behaviors of wandering requiring supervision. assure MD order are obtained priof to the use of
Medica! record roview of Physical Therapy hotes the restrainf as well as yearly 10 continue the use
reveaigd the resident recsived Occupational and of the castraint. Compliance will be adhered to bT
Physlcial Therapy for a fractured femur until 6/6/13.

October 1, 2012, when the resident was ) ) )

discharged to Restarativa Nursing due to the ) Ongoing education of staff wi bo completed
resident had reached maximum potential, pericdically to ensure that they are monitoring
Further review revealed the resident ambulated the residents effectively. In-service form

with assistance or by pushing a wheelchair

i ted- it j . =
Instead of using a walker. implemented.to mclm: or compliance . afety Mig
. [ A reassessment will be done manthiy . A™ - 51513
Review of the Rehabllitation/Restorative Service physician's order will be obtained in arder to

Delivery Record dated October 12, 2012, (ace a restraint on a resident, The restraint wi
revealed, "Resident was dic {dlscharged) from Piace & restmint on a resident. The restraint will be
wic (wheelehair) and placed In meri-walker assessed monthly for appropriatenass and for

(restraint)." possible reduction. Documantation for the use of

. \ , a restraint will include: the type of restraint devicp,
Medical record review revealed no documentation

a consent was obtained by the resident's the reason far application, and any alterative
representative prior o application of a restraini: '| methods used and their outcoma, A care plen
no docurneniation a pre-resfraint assessment had mesting will be inifiatad for the resident in regarc{s
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DEPICIENCY)
F 221| Contlnued From page & ‘ Fopq| 'othe use ofa restraint, _
bsen completed prior to applz_ing the restraint; no 4) A tracking log will be kept and reviewsd q”j"e”y
documentation of a teast resirictive restraint being &t the monthly safety meeting which will considt of the

attempted; and no documentation a physician's

Administrater, Safety Diractor, QA Nurse, DON,
order was obtained for the restraint prier to : y :

application. ‘ ADON, Restorative Statf Member, Rehab 4118113
Birector and the Activilies Direclor,

Review of Eciﬁty P;iiwfgeshaénts.ﬁ;leale:i. Minutes of Safety Meetings, Log of Consent,

"...Assess the residant for need an pe o )

restralnt, contact family about the risk and Ascessments, and MD Order will be presenteq

benefits of using restraints, and update the Care . during the quarterly QA meetings, QA

Plan...Obtain physidan's order-specifying type of Committee consists of the Adminlstrator,

restraint and reason for use.., The restraint will be ;
assessed on a quartery basis...Documentation of Director of Nursing, Assistant Director of
the use of restralnts will include type of device, Hursing, Quality Assurance Nurse, Safety
reason for application, and any alternatives used Director ang Department Haads,

and the outcome.”

Observation on March 21, 2013, at 8:00 a.m.,
revealed the resident in a meriwalker ambutating
{wandering) on the East and North hall,

Interview with Restorative Nursing Assistant
(RNA)#1, Int the restorative office, on March 20,
2013, at 2:00 p.m., revealed if a restraint was to
be atternpted, therapy was fo be notified to
eveluate and obtain & physician's order. Further
inférview confirmed the CNA was unawars if
therapy evaluated the resident prior to placing the
resident in the restraint. :

Interview with the Occupational Theraptst, in the
therapy room, on March 20, 2013, at 2:30 p-m.,
confirmed the resident had not been assessed by
therapy prior to placing the resident in the
meriwalker.

Interview with the Reglstered Nurse Supervisor in
| the Birsctor of Nursing's office on March 20,

FORM CMS-2667(02-99) Pravious Varslons Dbsplete Everd 1D IVOX41 Fatility ID: TNBE0A If continuation sheet Page 7of47
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NAME OF PROVIDER OR BUPPLIER s

D4 D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAGQ .REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG °“°33'RE"ERES§E£ JsﬁcT%E APPROPRIATE DATE
F 221} Continued From page 7 F 221
2013, at 1:45 p.m., confirmed at the time the
resident was placed in the meri-walker in October
2012, the resident had not been assessed for the
device, no pre-evaluation had been coimpleted,
no cangent had been signed, and no physiclan
crder had been obtained,
F 241 | 483.15(z) DIGNITY AND RESPECT OF F241( F241 483.15(a) DIGNITY AND RESPECT OF
S8=D: INDIVIDUALITY : INDIVIDUALITY
: 1} Activity Assistant was trying 1o keep residents
The facllity raust promote care for residents ina - . ]
manner and in an environment that maintaing or #5B, #75, & #81 aroused to perticipate in activty
enhances each resident’s dignity and respact In but they were not removed from the activity white
full recognition of his or her individuality, dozing.
‘ 2) If medicatlons are dus at the same time as 4n
This REQUIREMENT is not met as evidenced activity the resident will be taken back to their
: b room and then retufned to complete the activity.
Based on observation and intetview, the facility Monitor mealtimes/activities for
failed to promote dignity during an activity In the " ° °
secure unit for three residents (456, §75, #81 ) of residents who ara sleeping and asslst those
thirty-sight residents reviewsd. removed back to their rooms, Gompliance
mandated by §/5M13.
. : . 5/5M3
The findings included; 3) Assess the activity levels of each residant
Observetion on March 20, 2013, from 9:12 a.m. and remind staff that residents cannot sleap
through 9:48 a.m., in the secure unit day area, during any mealtime ar activity to maintain
« | revealed threg resldents asleep during an activity. their dignity. Activity Iog to be implementad
Interview on March 20, 2013, at 8:58 a.m., In the and maintained. The Activities Director to
secure unit day aren, with Certlfied Nursing initiate an activity log which will documant the
Assistant #1 and #2, confirmed the three residents inabllily to perticipate in activities or
residents were asleep and the faciity feiled to ecuod meala e ®
promote dignity by leaving the residents in the scheduled mealtimes.
activity while agleep. 4) The log will be reviewed at QA meatings on
F 252 483.15(h)(1) F252| a quarterly basis, QA Committee consists of the
§8=E | SAFE/CLEAN/COMFORTABLE/HOMELIKE Adminisirator, Director of Nursing, Assistant | ONGOING
ENVIRONMENT ) . )
) . Director of Nursing, Quality Assurance Nurse,
FORM CMS-2567(02-99) Pravieus Versions Obyolets Eventip:JVCXH Facilty ID: TNas0g IP sontinuation shest FPage 6of47
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{Xd) > SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FyULL PRERIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFEREEgEl&TO THE APPROPRIATE DavE
{CIENGY)

F 252 | Continued From page 8

The faclity must provide a safe, clean,
comiortable and homelike environment, allowing
the resident to use his ar her personal belongings
fo the extent possible.

This REQUIREMENT s not met as evidenced
b .

Based on cbservation, interview, and review of
facility documentatton, the facility failed to provide
a homelike environment during resident showers
for one of three wings; during dining for nine of
thirty-five residents during two of two dining
observalions; and for the day reom on one of two
wings.,

The findings included:

Qbservation of the west wing central shower on
March 20, 2013, at 9:10 a.m., revealad the
residents lined up in wheelchairs outside of the

‘| shower roorn on the west wing hall waiting to be
showered. Upoh entering the shower room,
observation revealad four residents ih the room,
two (#74, #B0) in individua) showsr stalls behing
privacy curtains and two waiting to be showerad
behind and facing a privacy curtain. Countty ..
music was playing on & radic. Residerit #35 was
asleap while waiting in the room to be showered
and resident #148 was staring at the curtein while
waiting to be showsred, As residente #74 and
#80 were removed from the shower room,
residents #35 and #148 were moved into the
individual private showers, Resldents #74 and
#80 weere aken out of the shower room and two
more residents were taken info the shower room

F 252| F252 4B83.15(h)(1) SAFE/CLEAN/
COMFORTABLE/HOMELIKE ENVIRONMENT
1} Al residents are now being surveyed of their
preference of whether iheir plgte is left on or off
of the tray-at all mealtimes. _

2) Staff is to monitor the rasidenls prior {0 meal 4415113
times to ensure that the resident has praterence
of their tray. To be implemented by 8/5M13.

3) Survey log has been implsmented by the
Dietary Manager to monitor resident's preferenc]
ta whether lhey want the plate on or off of their
tray. Dietary Manager will review results and follbw
preferences based on SUveYy.

4) Survey log to be reviewad by Distary Managdr

with QA Committas consisting of the Administra or, 5/5/13
Director of Nyrsing, Assistant Director of Nursin
Quality Assurance Nurse, Safety Ditector and
Dapartrment Heads,

L1

F252 483.15(h){1) SAFE/CLEAN/
COMFORTABLE/HOMELIKE ENVIRONMENT
Resldents #35 & #148

1)Te be encouraged to remain in

their reoms unti! their designated shawer times
or until a staff member transports them ta the
shower rooms.

2) The shower schedule is to be reviewed on

& daily basis and staff is {0 remind the residents
of their assigned shower times. Cornpliance to bl

to be placed in the "walting” posftion as resident met by 5/5/13,
#365 and #148 were showerad, J 3) CNA Mentor member will monitor the daily
FORM CMS-2567(02-88) Previous Versions Obsolets Event I0:VCX11 Faciity I0: THESOS ’ If continuation sheet fage 9 of 47
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED 5Y FUIL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDEKTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE bAYe
DEFIGIENGY)
F 262 Continued From page ¢ F 252| shower room schedule.
Staff will transport residents to the shower TQCHTY
Interview with resident hﬁ;@ on March 20, 2013, al their designated showsr limes.
at 3:00 p.m., in the hallway outslde the resident | wi . i
room, revealed the resident expressed no 4) QI will be reviewed quarterly at the QA meefng.
i broblam with the way residents wait in the shower QA Committee consists of the Administrator,
foom and stated "we are used to it" Director of Nursing, Assistant Director of Nurgi ,
Quslity Assurance Nurse, Safet Director and
Interview with resident #1541 on March 21, 2013, : ": s Y
at 10:00 a.m., in the resident room, revesled no epariment Heads.
problems with the way shawars ane given, "it F252 483.15(h)(1) SAFE/CLEAN/
takes less time and they give good showers.” COMFORTABLE/HOMELIKE ENVIRONMENT
Interview with the Director of Nursing (DON} and 1) The facilty and staff wil stsive for a more
Certified Nursing Assistant {CNA) #4 on March homelike environment while also rmonitoring
21, 2013aat 9:60 a.m,, in the shower room, residents closely who may be sleeping. Any
confirmed showers are given fo two residents ; ; ; iting for t
while two other residents wait behind the curtaln. re:su:!enla sleeping whlle‘wautmg ar thelr showdr
Further interview with the DON confirmed the will D& taken back to their room and showered
showering system was an institutional type at a later time,

environment and not hometike. 2) Any residents who are sleeping and/or

Observation on March 19, 2013, at 14:50 am,, In | . drowsy will be taken back to their raoms.
the'main dining reom, revealed twenty-nine Compliance was started 3/22/13.

residents in the dining raom for funch. Residonts will have a varlety of magazines
Observation revesled lunch was served on the

tray and the plates were hot removed to fhe table to read while waiting for their shower. J
top.. Residents will also be given a choice of whethar

i ' or not they want to listen fo music while they 5/513
Observation on March 20, 2013, at 7:59 a.m., in

i i hat music thay prefer.
the main dining room, revealed twenty-eight batha and what fype of music thay prefer

residents eating breakfast, all residents’ plates By offering a variaty of opticns we are attempting
were an the tray and had not been moved o the 1o create & mora homelike environment.

table top. 3) Excel spreadsheet created 10 ascartain
Interview with CNA #2 and CNA #3 on March 20, majority of residents' preference of music while
2013, at 8:15 a.m., In the dining room, ravealed waiting for showaers.

‘used to remove the plates from the trays and the 4} Monitoring tool implemented and completed

regidents were splliing the plates in their laps by CA Mentor or dosignated slaff presented
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREF1X (EAGH CORRECTIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR L§C IDENTIFYING INFORMATICN) TAG CROSS-REFERENGED TG THE APPROFRIATE DATE
CEFICIENCY)
F 252 Continued From page 10 F 252 at the quarterly QA Mesting . The QA
because the plates were sliding on the glass fop, Committee consists of the Administrator,
the residents complained and wanted {he plates Diractor of Nursing, Assistant Director of Nursinjg,
left on the frays.” Further interview revealed they Quality Assurance Nurse, Safety Director and
wene not sure if the matter was discussed in D i ©. Safely Director an
resident eouncil or not but "the ok came from epariment Heads.
somewhere for us to leave the plates on the
trays" s0 we were irying this for a while.
Review of facility documantation reveated on
March 20, 2013, the Dietary Manager did &
survey of the fJunch residents in the dining room
regarding [eaving the plates on the trays.
Thirty-five residents voted, twenty-six raquested
to have plates left on the fray,
Interview with the Distary Manager on March 21,
2013, at 2:45 p.m., in the dining room, confirmed
had not thought about the preferences of those
nine residents who wanted the plates removed
from the trays, only the ones who wanted the
plates left.
Observation on initial tour March 18, 2013, at F252 483.13(h)(1) SAFE/CLEAN/
7:20 p.m., ravealed the day room on the east COMFORTABLE/HOMELIKE ENVIRONMENT
wing unlocked and a patient Iift stored in the 1) The resldent lift has been properly'cleaned
room. Observation révealed the ift had dirt and tored in des:
grime on the foot rests. Also stored in the raom ?nd s or_ed In designated areas. One to b kept
were Christmas decarations and Valentine in the brief room and the other to be kept next ic
decorations In boxes on a long {able. the weight scales on West Wing.
. 2) CNA Mentor to in-servi
Interview with Licansed Practical Nurse (LPN) £, ) ONA Mentor to in-serviced on proper slorage and
CNA#11 and CNA#12 on March 20, 2013, at cleaning of resident Iits on 512 & 5/3/2013.
3:00 p.m., in the day room, confimed the fift was Compllance met on 3/22/13.
usually stored In the day room, which was not 3) Check off implementad and to be monitored | 6/5/13
where it was {0 be stored, and the foot rest was
dirty. Further interview confirmed the Christmas by Safety Dirsctor and Maintenance every monify.
and Valentine decorations were from another
roam and were nof 1o be in the day room, Further
FORM CMS-2567(02-09) Pravious Yerslors Obsolots Event 10 JVEX11 Facllty iD: TNGGO3 . if oontinuation sheat Paie 11 of 47
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SUMMARY STATEMENT OF DEFICIENCIES

The facility must provide housekseping and
maintenance setvices necessary 1o maintaln g
sanitary, orderly, and comfortable intsrior.

This REQUIREMENT is not met as evidghced
by:

Based on observation and interview, the facility
failed to provide maintenance servicss for two
wheelchairs out of twenty two wheslehairs
observed, for one privacy curtain, for two bed
side rails out of thiry-two siderails cbserved, and
far two of four central showers observed.

The findings inctuded:

Observation of & wheelchair in use by resident
#39 on March 21, 2013, at 1;40 p.m., In the west
aclivity room, reveaied worn duct tapa on the foot
pedalg. Continued observation of a wheelchair in.
use by resident #102, on March 21, 2013, at 1:45
p.m., in the main dining room revealed ducf tape
on bilateral foot rest support bars,

Observation on March 21, 2013, gt 1:48 p.m, in
room 245, revealed foarm pipe insulation covering
the bilateral quarter rails of bed A, with duct tape
wrapped around it

Interview with Licensed Practical Nurse #3, on
March 21, 2013, at $:50 p.m., eonfirmed the
presence of the duct tape on the wheslchairs and

X 1D [ PROVIDER'S PLAN DF CORRECTION (x5
PREFIX {EACH DEFICIENCY MUST BE FRECEGED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATe

. DEFIGIENGY}
* 14} Check off shaet will be submitted to the QA
F 262 | Continusd From page 11 F 252 | Committee during the quarerty meeting. QA
igteﬁwaggﬂged residents used the day room - [consisting of the Administrator, Director of Nursidg,
r daily . , . ) )
F 553 483,15(h)(2) HOUSEKEEPING & F 253 |Assistant Director of Nursing, Quality Assurance
58=E | MAINTENANCE SERVICES * [Nursa, Safety Director and Department Heads.

F253 483.15(h)(2) HOUSEKEERING &
MAINTENANCE SERVICES

1) Duct tape was removed from the bilateral
Quarter rails on bed A in room 218, The East Wir«
shower curtain has been rapaired. The privacy
curtain in room 216 hes been fixed.

2) All wheelchairs, bed ralfs, and shower room
equipment will be inspected to ensure safety an
<leanliness. Al equipment will be free of duct ta
Staff will be infarmed that duct tape on wheelehajrs,
bed rails, and other facility equipment ig
unacceptable. Compltance mot 3/22/13.

3) Wheelchairs, bet rajls and privagy curtaing will
be inspected regularly by maintenance and upon
request for service.

L]

4) Maintenance will maintain a log to track
cleanfiness and Hist repaits neéded on whee!i:hai*s.
bed rails and privacy curtains. This log will ba
reviswed with the QA Committee until maintenarice
compliance ls acknowledged. QA Commitiee
consists of the Administrator, Director of
Nursing, Assistant Director of Nursing, Quality
Assurance Nurse, Safety Diroctor ang '

Plpe insulation on the bedrails. Dapartment Heads,
FORM CMS-2567{02-66) Previous Verslons Obsxdete Evant 15; VEX11 - Facily ID; TNEEDS If continuation sheet Page 12 of 47
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(X4 10 SUMMARY STATEMENT QF DEFICIENGIES ID PROVIDER'S PLAN &F CORREGTION ]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE . GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ cnossasrzaeggﬁgim CT:-'I]E ARBROPRIATE DATE
EN
F 253 | Continued Erom page 12 £ 253 F253 483.15(h)(2) HOUSEKEEPRING &
MAINTENANCE SERVICES
Obssrvation of the wast wing csntral shower an 1} The Wast Wing cenkral shower ceiling has
gﬂ1arch 20, 201 gbat 9:10 a.m., and on on I‘l.lf!an'.:hﬁ= been painted. The zip-tie has been remaved from
. 2013, at 9:50 a.m,, revealed paint peeling o .
tha celling in one of two shower stalls and the the light coverand has been fixed appropriately,
light cover was held closed over the light with 2) There will be routine maintenance checks on
Zip fis far one of two shower stajls, alt shower raoms, walls, cellings ang light
. . . fixtures monthty. Checks will begi /13,
interview with the Director of Nursing on March 1798 monthly. Checks wil begin 515
21, 2013, at 9:50 a.m., in the central showar, 8) The shower rooms are to be inspected quartefly
confirmed the ceifing and light was in need of by maintenance and logged into a tracking log 515/13
maintenance services. specifically for the shower rooms.
Observation and inferview Wwith the Purchasing 4) Malntenance will submit the tracking log to
Manager on March 21, 201 3, at 2:38 p.m., QA meetings ongoing. QA conslsts of the
confirmed room 216's prvacy curtain was not Administrstor, Diractor of Nursing, Assistani
Operational, .| Director of - i
F 272 483.20(b)(1) COMPREHENSIVE F 27| Diroctor of Nursing, Quality Assurance Nurse,
88=D | ASSESSMENTS Safsty Director and Departmient Heads.
The facility must canduct initiglly and periodically
a comprehensive, accurate, standardlzed
reproducible assessment of each fesidenr's
functional capacity.
A faciiity must make a comprehensive
assessment of a resident's needs, using the
fesident assessment instrument {RA) spacified
by the State. The assessment must molude at
least the following:
ldentification and demographic information;
Customary routine;
Cognitive patlemns;
Communication:
Visiop;
Mood and behavior patterns;
Psychosocial weli-being;
Physical functioning and structural prohlems;
FORM CMS-2567(02-65) Previas Verslons Gusolale Evant th: JVCX11 Foolly D3 TNBA03 If ¢ontinuation sheet Page 13 of 47
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STAVEMENT OF DEFIGIENCIES P61} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
445424 B, Wing 03/2112013
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004 (D . SUMMARY BTAYEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GDRRECTION (8}
PREFIX (EACH BEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION SHOWLD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROBS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENGY)
F 272 Continued From page 13 F 272
Continence;
Disease diagnosis and hesith conditions;
Dental and nutritional status:
Skin conditions:
Activity pursyit:
Medications;
Special treatments and procedures:
Discharge potentia; .
Documentation of summary information regarding
the additional assessment performed on the care
areas triggered by the completion of the Minimur
Data Set (MDS); and
Bocumentation of participation in assessment.
. . F272 483.20(b)(1) COMPREHENSIVE
g;:-ls REQUIREMENT Is nol met a8 evidoncad ASSESSMENTS
Based on medical record review, observation, 1) Verbal consent given for use of restraint on
facility policy review, and interview, the facility Resident #30. Family has a written consent,
feiled to conduct & comprehensive assessment Al resid ith restraints will be at
for one (#80) of four residents reviewed for use of 2) All vesidants wilh restraints will be ovaluated
resiraints and for.two (#1561 and #39) of threa that a pre-restraint assessment has been 5113
Tesidents reviewsd for urinary catheters of campleted. Pre-Restraint Assessiment is to he
thirty-eight sampled residents. ’ completed on any resident that has 8 need to be
The findings included: it any type of restraint,
A consent by the POA must ba obtained
Resident #90 was Edmiﬁadl on I;l)ecl,embar 6, initfally prior to the use of the restraint as
2012, with diagnoses of Polyarihra agia, . f
Hypertension, Congestive Heart Failure, History well as yearty 10 corinue the use of the
‘| of Falls, Leukocytosls, Rhabdomyolysis, and restraint, This will ba in compliange by 5/5/13.
Afrial Fibrillation,
FORM CW$-2667(02-89) Pravious Versions Obsaste Event ID: WGX11 If contiuation sheet Page 14 of 47
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OMB NO. 02380391
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(Xa) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (%5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LESC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TQ THE APPROPRIATE DaTE
DEFICIENCY)
3) A reassessment will be done monthly,
F 272 Continued From page 14 F 272| A physiclan's order must be abiaingd in erder io
Observation of the resident on March 20, 2013, in place s restraint on & resident, The restraint will
the resldent's reom, revealed the resident sitting .
in & wheelchair with a lap buddy (a restraining be assessed monthly for appropriateness and
cushion placed on the resident's lap to prevent for possible reduction. Documentation for the
the resident from falling out of the wheelchalr }in use of a restraint will include: the type of restratrlt  §/1/13
place. device, the reason for application, and any
Medieal record raview revealad wo Physical altornative methods used and their sulcome.
'I_[herapy noie;. gilgied l;ebrulew ;1 8, I201 g agd A care plan meeting wil bs initiated for the
ebruary 25, 2013, address ng the lap buddy in L .
the resident's whe slchair, resident in regards to the usa of a rastraint.
Safety moetings will be conducted manthly
Continued medleal record review feveaied thers lo review the condition of fhe regidents and
was no comprehensive pre-restraint assessment il fon Irai i
until March 15, 2013. possible recfuctlol of restraint use. The next
safety meeting will ba on May 1, 2013,
Review of facility restraint policy with a complated 4) A tracking log will be presented by the Safety
dalt_e of Augtust 8, 201% reve_ziedttfga famléty'sd Director with the meeting minutes from the safetly
policy wag to assess the resident far need an , . . ,
type of restraint, contact farnily about the sk and meeting along with a Jist of restraint reduction 8/1/13
henefits of using restraints, and updale the Care attampts to the QA Committes on & quartorly
Plan. basis for a period of one year. G4 Commitice
Observation and interview with Licensed Practical conslsts of the Administrgtor, Director of Nursing,
Nurse # 10, on March 20, 2013, at 8:08 a.m., in Assigtant Director of Nursing, Quality Assuran
the resident's room, confirmed the resident couid Nurse, Safely Director and Department Hoads.
not remove the lap biddy without assistance, :
Interview with. the Director of Nursing (DON} on
March 21, 2013, at 8:36 a.m,, In the DON's office,
confimed the lap buddy had been placed on the
resident befors the required pre-restraint
assessment,
Resident #151 was admitted to the Facility on
February B, 2013, with diagnoses including
Muscle Weakness, Preumonia, Chronic Alrway
Obstruction, and Paralysis Agifans.
FORM CMS-2567(02-50) Pravious Verelone Obsolete Event 1D; A/C¥11
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(X4} ID SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORREGTION 8
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL 'PREFIX {EACH CORRECTIVE ACTION SHOLLO BE COMPLETION
TAG REGULATORY OR LSC IDERTIFYING INFORMAYICN) TAG cnoss-REFenegcﬁg TO TIY-I')E APPROPRIATE DATE
EFICIENC
F272 483.20(p)(1) COMPREHENSIVE
F 272 Contitued From page 15 F 272 | ASSESSMENTS ’

. 1) MDS assessments angd diagneseg for
Medical record review of a Progress Note dated

February 13, 201 3, revealed . Quaiity ) residents #151, #39 & # 90 have been correctad

indicators...Indwelling. catheter...may place foley - fo reflect accurate RA's and rastraints.

cath {indwelling catheter) while trying to feal - 2) A reviaw of all residents RAs to be conducted|

g?;an?}:;}ésﬁm should be removed 83 $00n as by the MDS Coordinater snd updated for any
potential deficiancies, Compliance to be met by

Medical record review of the admission Minimum 5/5M13.

Data Set (MDS) dated February 14, 2013,

i 8) An audit tool wil be developed and sonducled
reveated the Brief interview for Mentat Status ) An au ope u

(BIMS) score was fifteen (no coghithve by the QA Nurse manthly on 10% of al residents 5/513
impalrment), had a diagnosis of neurogenic by 5/5M3.

bladder and had an indwelling catheter. 4} The audit log will detect potentia| deficiencias,

Medical record review of the Care Plan with pe trocked. and reportod nthe

problem date and review date of February 28, Quartetty QA mesting. QA Committse conslsts of

2013, revealed “. .altered urinary functigln: I;olay the Adminigtrator, Director of Nursing, Assistant

catheter in use...related to netrogenic bladder . . .

and peringal excoriation...” |Director of Nursing, Quality Assurance Nurso,

Safety Director and Depariment Heads,
Medical record review revealed no documentation
of & diagnosis of neurogenic bladder.

intetview with the resident in the resident's room
on March 19, 2043, at 9:40 a.m.,, revealed the
. catheter was inserted soon after admission and

© { the resident was not informad why it was needad
or for how iong it would be in, Continued
interview with resident revealed the cathetar tad
occasional "leakaga” in the past, but was able to
toflet and did not have any issues with urge to
urinate or incontinenca,

Interview onp March 271, 2013, at 10:00 a.m., with
the resident in the resident's foom, revegled tha
resident mentioned the catheter 16 the nurse
vesterday and the gatheter was removed, the
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F 272 | Continued From page 16 Fare ’

resident had "gone to the bathreom” twice since
then, and was giad to have it out,

Interview with Licensed Practica) Nuree (LPN) #4,
who was the MDS reviewer, on March 21 , 2013,
at 1:00 p.en,, outside the Director of Nursing
(DON) office, confirmed the resident did not have
& diagnosis of neuroganic bladder, and the MDS
assessment was inaceuraie.

Resident #39 was admitted to the Faclllty on
January 30, 2013, with diagnoses including
Insomnia, Constipation, Dementla, Nervousness,
Anxiely, Agitation, Hyperiension, Hallucination,
Cystlc Fibrosis, Amnesta, Gastritis, Vitamin B
Defictency, and History of Myocardial Infarction. .

Medical record review of a significant change
MDS dated February 2, 2013, revealed the MOs
was not coded for an indwelling catheter and was
coded for “frequently incantinent” for urinary
incontinence, )

Observations of the resident on Mareh 18, 2013,
at 10:00 a.m., and 3:15 p.m., on March 20, 2013,
| 8t 8:00 a.m., and 2:00 p.m., and on March 21,
2013, at 7:55 a.m., revealed the resident was
sitting In a rock and go chair in the hall or the
restdent room with an indweliing catheter in place,

Interview with the LPN #4 (MDS reviewer) on
March 21, 2013, at 1:00 p.m., sutside the Director
of Nursing (DON) office, confirmed the MDS was
inaccurate.

F 270 | 483.20(d), 483.20(k)(1) DEVELOP F 279 F 279 483.20(k) (1) DEVELOP

$8=p | COMPREHENSIVE CARE PLANS COMPREHENSIVE CARE PLANS

) Resident #109 and #79 carg plan have baen
A facility must use the results of the assessment
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El
. updated and reviewed by Social Services,
-Fare g’;""‘;eu From page 17 : " F 2784 2) will review and update all residents behavioral
evelop, review and revise the resident's care . .
- planz by Social Servicos by May 5, 2013,
comprehensive plan of cara,
P P . _ -3) The MDS Audit/Care Plan for 10% of the
The facility must daveltp a eomprehensive care . Population monthly will be reviewed by the 51513
Y

plan for each resident that includes measurable

. : A terdisciplinary team, Audit Iog initiated.
objectives ang fimetables to meat & resident's Interdfsciplinary team. Audit og initiated

medical, nureing, and mantal and psychosocial 4) An auditleg for tracking and reperiing

needs that are identifisd in the comprehsnsive deficiencies will be kept angd reported quarterly
assessment. in the QA Meeting. QA Committes conslsts of thF
The care plan must describe the services that are Administrator, Director of Nursing, Assistant

fo be furnished to attain or maintain the resident's Director of Nursing, Quallly Assurance Nurse,
highest practicable physicel, mental, and Safety Director and Departmant Heads.

peychosocial wall-being as fequifed under
§483.25, and any services that would otherwise
be required under §463.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right fo refuss treatrment
under §483,10(b)(4),

This REQUIREMENT is not mst as evidenced
by:

Based on medical record review, obssrvation,
and Intervisw, the fadility failed fo tavelop a-care
plan for a behavior of wandering for one (#109)
resident and for community discharge for one
(#79) of thirty-eight sampled rasidents.

The findings included:

Resident #109 was admitted to the facility on April
13, 2010, with diagnoses including Fracture of
Femur, Vascular Dementia with Deprassed
Mood, Anxiety, Anemia, and Hyperiension,

Review of the quarterly Minimum Data Set dafed
January 23, 2073, revealed the resident had
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TAG

SUMMARY STATEMENT OF DEFICIENCIES
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FREFIX (EACH CORR
TAQ CROSS-REFE]
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RENGED TQ THE ARPROPRIATE DATE

F 279

| Medical record review of the Care Pian last

Continued From page 18

severe cogrnitive impainment and behaviors of
wandering requiring supervision.

Updated en January 30, 2013, revedled the |
problem of the wandering behavior had not baen
addressed and no intsrventions wars in place,

Qbservation on March 21, 201 3 at 8:00 am,,
revealed the resident ambulatingAvandering
around the West nursing station and up and
down the haliways, Further observation reveated
the resident wandering in and out of residents
rooms. Continued observation for twenty minutes
revealed the resident had wandered into six
different resident rooms and multiple tirmes in
soveral of the rooms.

Intervisw with the Minimum Data Coordinators
(MDS) /Care Plan Coerdinatorg (#1, #2) in the
MDS office on March 24, 2013, at 9:00 a.m.,
confirmed tha behavier of wandering had not
been care planned with interventions put in place.

Reskient # 79 was admitted to the facility on
December 31, 2012, with diagnoses of
Hyperiension, Hyperfipidemia, Cerebrovascular
incident, Anxiety Disorder, Deprassion, and
Chronhic Obstructive Pulmonary Digease.

Medical record review revealed no
comprehensive care plan for community
dischatge in tha resident's chart. Msdical record
review of a Social Services Note on admission -
stated “...uncertain if residant will be discharged
home..."

Interview with the Assistant Director of MNursing on

F 270
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F 279 | Continved From page 19 F 279
March 21, 2013, at 9:10 a.m,, In the Director of
Nursing's office, confirmed there was no
discharge ¢are plan initiated, F 280 483.20(d)(3), 483.10(10(2)
F 280 | 483.20(aX3), 483.10(k)(2) RIGHT TO . F 280 RIGHT TO PARTICIPATE PLANNING CARE-
88=p | PARTICIPATE PLANNING CARE-REVISE CP REVISE CARE PLAN x
The resident has the right, unlass adjudged 1) Resident #39 and 479 Comprehensive Care
incompetent or otherwise found to be Plans have been reviewed and Uphdated to reflagy

inoapacitated under the faws of the State, to the nufritional status and safety needs reviewed
participate In planning care and treatment or .
changes in care and treatment, for the use of restraint davice.

2) All Comprehensiva Care Plans tg be reviewsq
A comprehensive care plan must be developed by MDS t at trits ;
within 7 days after the completion of the YW= to nsure that the nutritional and safety
comprehensive assessment; prepared by an neads are being met by 5/5/2013,
interdisciplinary team, that includes the atending 3) The MDS Coerdinator will initiate the MDS 8/5/13
physician, a reglstered nuree with responsibility di - " iow it thontht
for the resident, and other approptiate staff in Audit/Care Pian tool and review it mon A

disciplines as determined by the residents needs, 4MDS/AUDIT/CAREPLAN Tool to be presented
and, to the extent practicable, the participation of in the QA Meating to ensure that the care plans
the resldent, the resident's family or the resident's it .
legal represeniative; and periodically reviewed 816 belng updated. @A Commi 8¢ consists of
and fevised by a team of qualified persons afier the Administrator, Director of Nursing, Assistant
each assessment. Direclor of Nursing, Quality Assurance Nurse,
Safety Director and Department
Heads.

This REQUIREMENT s not met a8 evidenced
by:

Based on medical record review and interview,
the facility failed to update the resident's
comprehsnsive care plan for nutrition for one
(#79) and for restraints for one resident (#39) of
thirty elght resjdents reviewed,

The finding included:
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F 280

1 Resident #39 was admitted (o the facility o

i Conference was held on February 8, 2013, to

Continued From page 20

Resident # 79 was admitted to the facility on
December 31, 2012, with diagnoses of
Hypertension, Hyperlipidemia, Cerebrovascular
Incident, Anxiaty Disorder, Depression, and
Chrofig Qbstructive Pulmonary Digeagze.

Medical record review of the Dietary Notes
reveaied the resident had a significant weight ioss
of ten percent, with a recorded welght of 100.2
pounds on Janiary 8, 2013, and a welght of §7.6
pounds oh February 12, 2013. Continued
medical record review revealad the Registered
Dietician (RD) had implemented intervenfions of
med pass (a high calorfe nutritional supplement)
four ounces three times per day, Beneca| (a
nutritional supplement) with meale, and Remeron,
an appetite stimulant

Medical record review of tha Care Plan revealed
the nutritional interventions had not been initiated
by RD,

Intarview with the Assistant Director of Nursfng on
March 21, 2043, at p:10 a.m,, in the Director of
Nursing’s office, confirmed the care plan was not
updatsd to reflect the nutritional interventions.

January 30, 2013, with dizgnoses Including
Insomhia, Constipation, Dementia, Nefvousness,
Anxiety, Agitation, Hypertension, Hailucination,
Cyslic Fibrosis, Amnesla, Gastritis, Vitamin B
Deficiency, and History of Myacardiat Infarction.

Medicat record review revealed a Resldent Care

update'the care plan, Medical record review of
the care plan revealed a review date of February

F 280
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F 280 | Continued From page 21 F 280
| 8. 2013 without update. Further review of the care
plan revealed “...potential for injury...alamed
seatbelt in wie...use...as ordered...alarmed
seatbelt in wic...” D .
Observations on Mérch 19, 2913, at13:00 a.m.,
and 3:16 p.m., March 20, 2013, at 9:00 a.m., and
2:00 p.m., and March 21, 2013, at 7:55 a,m., and
12:05p.m., revealed the resident in a rock and roll
wheslchalr sach time and no alarmed seatbett in
place.
interview with Certified Nursing Assistant {CNA)
#7 on March 21, 2013, at 710 a.m., at the
nursing station revealed the resident did not have
an alarmed seatbelt in place.
Interview with LPN #5 on March 21,2013, at
10:15 a.m., at the nursing station, confirmed the
resident did not have an alarming seatbalt and
the care plan was not accurate, ) )
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281 (F 281 483.20(K)(3)(i) SERVICES PROVIDED
§8=D | PROFESSIONAL STANDARDS MEET PROFESSIONAL STANDARDS
” 1) Resldent #110 has been educated
The services provided or aranged by the facility z :s Lp as An € uc_a on proper gse
must meet professional standands of quallty, ofinhalants. LPN #1was in-serviced by Qa Nurge
on proper administration of inhalant medications 4130113
U . . and when indicated, the importance of rinsing th
I;‘_[s REQUIREMENT is not met as evidenced . |resident’s mowth with water after inhaler use per
Based on msdical record review, observation, manufacturer recommendations.
and raview of facllity policy, review of t 2) List will be obtained by pharmacy on all resid ts
manufacturers instructions and inferview, the . o
fecility falled to instruct a reéident prior to use and eing Inalanis and taught the administatior on
failed to follow manufacturers recommeandations inhalant megications. Residents will be visually
after use for use of inhalants for one (#110) of observed by QA Nurse with retumed demongtration
thirty-eight residents reviewed. of usage of inhalers, and that the resident's are r sing
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TAG REGULATORY OR LSG [DENTIFYING INFORMATION) TAG CROSSREFERENCE&E% gﬁe APPROPRIATE DaTE
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Ris/her mouth out afler the inhalant usage with
water if indicated by 5/5/2013,
3) QA Nurse to in-service licensed staff on'prcpllr

F 281 | Continued From page 22 281
The findings included:

Medical record raview of the Physician's . adminigtration of inhafant drugs. Also, confirm thht 5/5M3
recapitulation orders for March 2013, revealed, staff is properly educating the patticulsr resident
"...Symbicart.., 180-4.6...inhale one puff by (if alert and oriented) on proper administration per
mouth.,.” o .
Physician's orders and per manufacturer's
Observation of the Licensed Practical Nurse recommendations. Gl 1o be done quarterly by
ga’:f;i) #t18l% g're fasldent'sl ergc:_"ll SI; {l\ﬂaach_‘lfasf[a ] QA Nurse. {Changed from desk nurse to QA Nusse
» 81830 pun., revea administare .
the Symbicort and failed to give instruction on and monthly to quarterty as was noticed to be 2
medication use prior fo administration. Continued mistake in dictation while revising the POC on
cbeervation at this time revealed the resident took’ 5H16/13)
onhs quick puff without hoiding the breath and 80 ted duting 1 i
handed the Symbicort back the LPN, ) O fo bel presented during the QA Tnee ing. 418113
QA Commitiee consists of the Administrator,
Review of facillty policy Metered Dose Inhaler Director of Nursing, Assistant Director of Nursing,

Oral, revealed, “...4.._¢... instruct the rasfdent to ; :
inhale through...mouth then deprass the inhaler to Qually Assuranoe Nurse, Safety Director and
relase medication...d...Hold breath for 510 Departmont Heads.

ssconds for graster deposition of
madication...g...Instrict residant to rinse mouth
with water after inhaler use._ "

Review of the manufacturers recommendations
revealed, “..patient should rinse the mouth with -
water without swallowing, ..

interview with LPN #1, at the 200 hall nurse's
desk, oh March 18, 2013, at 10:30 p.m.,

1 confimed the facility policy and the
manufacturer's recommendations were not

followed. i
F 315 | 483.25(d) NQ CATHETER, PREVENT UTH, F 315 F 315 483.25(d) NO CATHETER, PREVENT
85=E | RESTORE Bl ADDER UTI, RESTORE BLADDER

1) Resident #52's care plan was corrected by

Based on the resident's comprehensive MDS to reveal that the resident is incontinent,

assesament, the facility must ensure that a
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PREFIX (EACH DEFICIENGY MUST BE PRECEDED Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD Be COMFLETION
. TAG REGULATORY OF LSGC IDENTIFYING INFORMATION) TAG CROES-REFERENCED TG THE APFROPRIATE DATE
PEFICIENCY)
2) MDS Coordinator o review the MDS oh all regidents
F 315 Continued From frage 23 F 31510 ensure proper assessment and documentatior
resider?t who enters the Tacility without an of whether lha residont continent vs incontinent By
indwelling catheter is not cathelerized unless the 51513
resldent's clinical condition-demonstrates that . ) ,
catheterization was necessary; and g residént’ 3) MDS 1o keep a Ql on 3l residents to follow
vﬂgo'is in?ont‘ijnent of bla;gder recetive_s appt:oplt‘late thelr bowel and bladder pattem and to also 515113
atment and services to pravent urinary trac ;
infgctions and to restore as much normal bladder Implement a howel and biadder prograr.
function as possiblé. 4} Ql to be reviewed and discussed at
Quartedy QA Meeting conslsting of the 4/1813
\ Administrator, Director of Nursing, Assi
This REQUIREMENT s ot met as evidenced mistrator, Director of Nursing, Assistant
by: Director of Nursing, Quality Assuranoe Nurse,
Reslient #52 was admitted fo the fagillty on Safety Director and Department Hoads.
October 19, 2012, with diagnoses Inciuding
Alzhsimer's Diseasa with Dementla, .
Hypertsnslon, Anxiaty Disorder, and Delusional
Disorder.
Madical record review of the resident's Minirmum
Data Set (MDS) assessment dated October 28, F 315 483.26(d) NO CATHETER, PREVENT
2012, revealed the resident Was severely UTI, RESTORE BLADDER
impaired cognitively, and required extensive staff . s .
assistance with ambuiation, hyglens, and 1} Al residents with indwelling calheters aﬁessid
toileting, Continued MDS review revesisd the for megical justification. All residents with indwel ng
Lesédeﬂf was EM’?’S continent of bowel aﬂg catheters have besn secured to uppar thigh 1o
bfwgf;'r ‘g:g;g‘;_ p?gg::‘:l“f’e' and required no aveid tension on the catheter at all times,
A 2) The QA Nurse ta review all residents with
Medical reoo:"d reﬁgwbof the quagteriy MDS{ed o indwelling catheters 1o ensure they are justifiabl
assessment dated February 8, 2013, revealed the ih .
resident was frequently incohtinent of bowel end and to ensure they are secured lo the tpper thig
bladder, and no toileting program had been 1o avoid tension on catheter by 5/5/2013,
implemented, when the dedline was assessad. 3) The ADON to educate Nurses and CNAs of
. licy regarding securing indwelling catheters 5/65M13
Medical record review of an Admission Care Plan Pty Tegarding securing indwelling
date November 5, 2012, revealsd incontinence and also how fo determine the ongeing need of
] L
had not been identified as an area of concern for the indwelling catheter by 5/5/2013,
the resident. Continued rnedical record review of
FORM CMB-2567(02-90} Previous Varsions Obsolsta Event [, JVCX) 1 . continuation shoat Page 24 of 47
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. 4) Implement a QI for security and ongeing need
F 315 Continued From page 24

a re-admission Care Plan dated March 5, 2013,
revealed the resident was Incontinent, and
required staff to offer toileting and provide
incontinence care every two hours.

Medicel record review of Bowel and Bladder
{B&B) Screens dated January 5, 2013 and March
8, 2013, revealed both screehing tools identified

the resldent as 5 candidate for bowel and bladder

retraining but no B&B program was mnitiaed,

Observation of the resident Marek 20,2013, ot
2:10 p.m., in the secure unit dayroom, revealed
the regident participating ih an activity, The
resident was dressed and well groomed and
wearing an Incontinence brisf per Certified
Nursing Aid (CNA) # 1, assigned to the resident's
care that day.

Interview with CNA #1, on March 21,2013, at
7:10 a.m., outside the residgnt's toom, revealed
the resident does wear incontinent brisfs daily,
and could respond to timed voiding schedules
when prompted by staff. The CNA cahfirmed no
formal continence program had been
implemented far the resident.

intetview with the Assistant Dicectar of Nursing
{ADON) on March 21, 2013, at 7:30 a.m., in the
Directer of Mursing's office, confimmed there had
been a decline in bowel and bladder function for
resldent #52, and no intervantions had been
implemented by the facility fo prevent that
decline.

Based on medical racord review, review of facility

F 315| of alf indweling catheters. Ql1o be reviewed at
quarterly QA Meeting consisting of the
Administrator, Diractor of Nursing, Assistant
Director of Nursing, Quality Asslrance Nurgs,
Safety Director and Department Heads,
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The findings ineludad:

Obstruction, and Paralysis Apitans.

area heals.»

had an indwelling cathater.

each incontinence episods..."

pelicy, ebservation, and Interview, the facility
failed to provide justification for an indwelliing
catheter and failed to remove a catheter timely for
One'tesident (#151) and failad to follow facility
policy for catheter care for two residents (#39 and
#151) of three residents with catheters.

Resident #151 was admitted ts the facility
February 8, 2013, with diagnoses including
Muscle weakness, Pneumonia, Chronic Airway

Medical record review of a Progress Notfe dateqd
February 13, 2013, revaalsd " .Quality
indicators...indwelling catheter...no briefe d/t {due
o) pefineal breakdown...may place foley cath
(indwelling catheter) while trying to teal
perineum. Cath should bs rermoved &8 soon as

Medical record review of the admission Minimum
Data Set (MDS) dalad February 14, 2013, _
revealed the residant scored 8 15 {no cognitive
impairment) on the Brief Interview for Menta?
Status, was codad for neuragenic bladder and

Medical record review of the Care Plan with
proablem date and review date of February 28,
2013, revealed “,..altered urinary function; Folay
catheter in use...relatad to neuregenic bladder
and perineal excoriation...catheler care per facility
protocol...potentlal for impalred skin
Integrity,..occasional incontinence...pericare after

F 315
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F 315

Screen dated February 8, 2013, revealed score of

[timed voiding] establish voiding pattems).

on Mareh 18, 2013, at 9:40 a.m., revealed he
catheter was insertad soon after admission and
the resident was not Informed why # was needed

was not anchored "to my leg” and "my foot gets
caughtin it sometimes,” :

Cantinued From page 28
Medical record review of 3 Bowel and Bladder

7 (candidate for toileting schaduie [tmed voiding]
establish voiding pattemns), and dated March 4,
2013, score of 8 (candidate for toileting schedula

Observations of the resident on March 18, 2013,
at 9:40a.m., and March 20, 2013, at 10:00 a.m.,
in the resident's room revealed the resident had
an indweliing catheter and the fubing wasg not
secured to the jeg.

Review of facility policy, Care of Indweiling
Catheter, revealed *...catheter shotld be teped to
the upper thigh to avold tension on the
catheter...physician's order for cathaterkzation
should inciude the reason for cathetarization, .
frequeney.,.”

Interview with the resident in the resident's room

or for how long it would be In. Continued
Interview reveated the resident stated "I want It
out...I'm going to ask the doctor about it." Further

2

interview revealed the resident staled the catheter

Continusd interview revealed it broke” and wag
leaking in the bed "about a week ago." The
rasident stated had oceasional "leakage" in the
past, but was sble to tollst and did not have any
Issues with urge fo urinate or incontinence,

Interview with Licensed Practical Nurse (LeN) #

E 315; "
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Continued From page 27

3, on March 21, 2013, at 7:43 a.m., in the nursing
station, revsalad "no pelicy” knows of for seouring
catheters, but secured ther if it was “someone
that pulis them.” " e ‘

Interview on March 21, 201 3, &t 8:05a.m., in the
nursing station with Cartified Nursing Assigtant
(CNA) #8, stated catheters are only eecured “if
resident pulls on them,"

Interview with the resident on March 21, 2013, at
10:00 a.m., in the resident's raom, revealad the
resident mentioned the catheter to the nurse
yesterday and the catheter was removed; the
resident had "gone 1o the bafhroom” fwice since
then, and was glad to have it oyt

Interview with LPN #4 (MDS revigwer) on March
21, 2013, at 1:00 p.m., outside the Director of
Nursing (DON) office, confirmed the rasident dig
hot have a diagnosis of neurcgenic bladder, there
was no documentation of medical Justification for
the indwelling catheter, and “I thought it shauld
have been taken out last week "

Interview with Quality Aseurance Nurse on March
21, 2013, at 1:15 p.m., in the Director of Nursing
office, confirme the facility policy wes {o sacure -
all catheters according to the facllity policy,

Resldent #39 was admitied to the facility on
January 30, 2013, with diagnoses including
Insomnia, Constipation, Demertia, Nervousness,
Anxioty, Agitation, Hypertension, Haliuginatian,
Cystic Fibrosis, Armnesla, Gastitis, Vitamin B
Deficiency, and History of Myocardial Infarction.

Observations on March 19, 2013, at 10:00 a.m.,

F 315
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F 315 Gontinyed From page 28 F3s
and 3:15 p.m., March 20, 201 3, at 9;00 a.m., and
2:00 p.m., and March 21, 2013, at 7:55 a.m., and
12:08p.m., revesled the resident in a
Rock-and-Go whaalchalr each time, with an
Indwelling catheter present and not seclred.
Interview with CNA #7 on March 21,2013, at 7110
a.m,, in the hursing station, revealed cathetars
were secured with a clip for residents who pullad
on them and only when they were in bed, but not
in the wheelchairs,
Intarview with Quality Assurange Nurso on Mareh
21, 2013, at 1:15 p.m., in the DON office,
confirmed the facility policy was to seeure aft
catheters acconding to the facility palicy.
F 323 483,25(h) FREX OF ACCIDENT F 323| F 323 483.25(h) FREE OF ACCIDENT
88=p HAZARDSISUPERVISION!DEVICES HAZARDSJ‘SUPERV!SIONIDEVICES
The facllity must ensure that the resident Resident #100
& facllity must ensure thg residen . . .
environment remains as free of accident hazards TYWill be monitored and rediracted by ai
as is possible; and each resident recelvés staff frequently. All Staff will be educated on the
adequate supetvision and assistance devices to importance of maintaining other residents privacly
prevent accidents. by tha Activities Director.
2} Known wanderers will be-manitorad by all staff
and redirectsd mora frequently to ensure that th y "
- . ain within their ai bo . i
This REQUIREMENT |5 not met s evidenced remain wiin heir allowed boundaies. Compliapice
by: started on 3/22/13,
Based on medlical record review, observaflon, 3} Ongoing educatlon of all staf will be complet
and interview the facility falled to provide by the ADON periodically to ensure that they ar
supervision for one (#108) wandering resident of y ttoring th pe ident Y ftectively. Ed |y
thirty-efght residents reviewed, and failed to monitoring the residents efiectively. Education
ensyre a safe environment by securing central log initiated, .
supply room. 4) QA Nurse o iniliste an education log which wl
' , . .
The findings included: be kep zfnd reviewsd dang the qu.arteriy QA mgelings.
QA congjsts of the Administrator, Director of Nyrs;
FORM SMS-2567(02-93) Pravious Versions Cbsolate Event |D:VEX11 Faclity iD: Trsgb3 K continuation shaat Page 20 of 47

3.5 d 9990 "oN

WIB0:T) €107 91 “Ae

yeaod



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 03/28/2013

{

d 6990 o

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NQ. 0938-0331
- | STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA LTIPLE COM i
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ﬁnﬁfmu& CoNSTRUCTION w’%&ﬁf&’rﬁe‘f}s‘{
445424 B: WING - 03i21/2013
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(%43 ID  SUMMARY STATEMENT OF BEFICIENCIES ) PROVIDER'S PLAM OF CORRECTION (x5)
PREFIX - (EACH DEFICIENQY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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Assistant Director of Nurslag, Quality
F 323 | Continued From page 29 F 323 | Assurance Nurse, Safety Director and
. D Heads.
'| Resident #108 was admitted to the facility on Aprr epartment Heads
13, 2010, with diagnoses ingluding Fractire of
Femur, Vasculer Demeantia with Depressed
Mood, Anxisty, Anemia, and Hypertension. e
F .25 IDENT
Medical record review of the quarterly Minimum 923 483.25(h) FREE OF AGC
Dafa Set dated January 23, 2013, revealed the HAZARDS/SUPERVISION/DEVIGES
resident had severe oogniIEngmpaimaqt. ang 1) Changing logk to a combination lock on Gentfl
behaviors of wendering requiring supervision. Supply door for better security therefors eliminafing
Observation on March 21, 2018, of 8:00 am., for tha risk of potentiat elopement at the exit door.
| twenty minutes, revealad resident #109 _ 2) Residonts will not be able to access the
am!?ulannghgand;rgig r;rﬂ-n}::l the W;-srti Rursmg Central Supply Room which will eliminate the
g?stg)rr\::;on rz\?;aledofhe‘reasig:rf \-var:'derzzl info elopement risk with the placoment of the
two resident rooms, 227 and 226, on the East additional lock. Compliance met an 4/8/13.
haliway (botih rooms are the last reoms on the far 3) Ensure that Property Manager verifies that thé  5/5/13
ohserved at the time the was rasident golng in To be done on a daily basis. The Malntenance
and out of the resident rooms. Continued Birector and Charge Murse will assure that the door
?hbsﬁf‘i?ﬁog mfledghmsggﬁntm“%e@gg dth" is locked during his absence. Safely Director
€ nail and continued ambulating/wanderi ]
the Norih hallway. Continued observation educaiod alf staff in the facllity to ensure doors
revealed the resident wandering in and out of ars locked, Will be in compliance by 5/8/13.
TSSida.;;t feoms 240._3“25‘?3&11’\ staff "}meerzm 4} Supply person to maintaln log weekly to monitor
(CNA # 4 )} was observed-in the area of room : o
and no atfempt was made fo remove the resident. lock daor. Maintenanee to check sefurdy af Cenfral  8/6/13
Continued observation ravealad the resident Supply Door and both locks monthly. Log to be
ambulatedfwandered in the haliway going back fo implemented and maintained by maintenance
?;Eg:t[g?éh;?;an% i;g:ﬂ?;gt&o;ms 233, 227, and to be presontad at the quarterly QA meetings.
int;a’r'ven%ons by s?:ff, e QA commiitee whl consist the Administrator,
Diractor of Nursing, Assistant Directer of Nursing,
Interview with GNA # 4 on March 21, 2018, at Quality Assurance Nurss, Satety Director and
820 a.m., in the North haliway, confirmed the Depariomont Haad
resident was vhserved ambulatingfwandering in epariment Heats,
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| of resident rooms, but it is not & problem.”

-{ supply room wae an exit door fo an outside,

and out of resident ropms. Further inferview
revealed, "the resident doss ambulate in and out

hterview with the Minimum Data Sat (MDS)/Care
Plan Coordinators #1.#2 in the MDS office, on
March 2013, at 8:00 a.m., confirmed both were
aware of the resident's ambulating/wandering
behavior. Further interview cenfimned the
resldent was not being supervised when the
resident was going In and out of other residents
rxoms. -

Obsetvation of the facility on initial tour on March
18, 2013, at 7:30 p.m., revealed the door {o the
Central Supply office in the main haliway was
unlocked and the door pushed open very easily,
Inside the room were sfored multiple contelners
of nasal sprays, Hydrogen Peroxide, nail clippers;
batteries, chap stick, hand sanifizer, Miralax,
Liquid Proteln, Clarox wipes, UTI Stat, Normal
Saline, and Oxygen canisters. '

Observation revealed at the back of tha central

unsecured area, and the exit door was not locked
_and did not alarm. .

Observation on March 18, 2013, at 7:35 p.m,,
revealed Licensed Practical Nurse {LPN) #8
walked up 1o door, pushed the door and went in,
without the key to enter the room. Interview with
LPN #& revealed "door is always unlocked affer
supply guy leaves for the day."

Interview with the Quality Assurance Reglistered
Nurse ont March 18, 2013, at 16:41 p.am., in the
central supply offics, confirmed the door was nof
shut or losked, the facllity did have elopatment risk
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4} D SUMMARY STATEMENT OF DEFICIENCIES D " PROVIDER'S PLAN OF CORREGTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DAYE
DEFIGIENCY)
F 323 | Continued From page 31 F 323
residents and two residents who wander; and the
. unlocked room was not a safe environment.
F 329 | 483.25(1) DRUG REGIMEN IS FREE FROM F328| Fapg 483,25(f) DRUG REGIMEN IS FREE
$5=D | UNNECESSARY DRUGS FROM UNNECESSARY DRUGS
Each resident's drug regimen must be free from 1) PNS recommendations have been placed on
uUnnecessary drugs, An unnecessary drug is any chart and gradual dose reductions have been
dl"ﬂg- when used in excessive dose (mcluc_iing started and reviewed on fesident's #95, #39,
duplicate therapy); or for excessive duration; or he phsici
without adequate monitering; or without adequate and #102 by the physicians.
indlcations for its use; orin the presence of 2) All residents with PNS recommendations to
adverse consequences which) indicate the dose be reviewed by physician for possible gradual
shouid be reduced or discontinued; or any dose reduction by §/5/2013
combinations of the reasons above. o3& reduction by :
J) The QA Nurse to assure the pharmacist
Ba?:gd Onﬂ? OfgﬂgiDI'Ehenstlve asses;mentiof al recommendations are either approved of denied
resident, the ity must ensure that residents
who have not used antipsychatic drugs are not By MD, noted and then placed on the oharis. &/513
given these drugs unless antipsychotic drug 10 charts will be audited monthly. Compliance
therapy is necessary to ireat a spacific conditlon met by 5/5/13,
as diagnosed and documented in the ciinlcal 4) Audit of monthly chart checks presented to th
recofd; and residents who use antipsychotic Q)A ;‘ d Retiy b P The QA f 411813
drugs receive gradual dose reductions, and Committes on a quarteriy basis.
behavioral Interventions, unless clinically Commiftee consists of the Administrator, Directdr
contraindicated, In an effort to discontinue these of Nursing, Assistant Director of Nursing, Quality)
drugs. Assurance Nurse, Safely Director and
Department Heads.
This REQUIREMENT is not met as evidenced
by;
Based on medical record review, observation;
and interview the facllity falled fo ensure
adequate monitoring of madications for one
resident (#95) and falled to ensure gradual dose
reductions were attempled as recommendsd far
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F 320 | Continued £rom page 32 F a29) F320483.25 DRUG REGIMEN IS FREE
two residents (#39, #102) of thirty-sight residents FROM UNNECESSARY DRUGS
reviewed. 1) Potential side effocts of the antipsychotics on
The findings included: resident #95 documented on the MQR.
Z) Review the MAR of the residents who are on
Eesident #961was admitted to the falcility oft psychotropic and antipsychotic medications fo
arch 19, 2012, with diagnoses including ensure side
Hypertension, Depressed Mood, and Alheimer's hisure side effects are documented ang
Disease, monitered by 5/5/2013.
. 3) Implement a form o ba placed on the MAR
Medical record review of the Physician or Pharmacy. Form willfist the: potential side - 5/13
Recapitulation Orders for March 2013 revealed pﬁe s of {hw rticul Ir polontals o
"...Seroquel (antipsyahotic) % tab PO (by mouth) eiects of the particular antipsychotic
at bedtime..." Gontinwed medical regard review. medications for the particular resldent. 10 chars
of the medication administration record revealed will be audited monthly . :
no documentation of mohitoring of potential side . .
effects of the antipsychotic, 4) Form and Audit report will be presented
quarterly al the QA mestings. The QA
gbsewa&on "l:: gzle ggflilg‘e unit ?ndl\t‘:?rch 13, 20}13 Committee consists of the Administrator, 4/18/13
rough March 21, , févealed tha resident in ; :
the common area dozing off at times. irectar of Nursing, Assisant Diractor of Nursing,
Quality Asgurance Nurss, Safety Director and
interview with Licensed Practical Nurse (LPN) #1 Department Haads.
on Marech 21, 2013,at 1:48 p.m, conflrmed the
facility failed to ensure risks, benefits, and signs
and symptoms of unnecessary medicatione were.
monitored for resident #05,
| Resident #30 was admitted t the faciiity on
Decemnber 21, 2009, and re-admitted to the
facllity on January 30, 2013, with diagnoses
including Insomnia, Constipation, Damentia,
Nervousness, Anxiety, Agitation, Hypertension,
Hallucination, Cystic Fibrosis, Amnesia, Gastritis,
Vitamin 8 Deficiency, and History of Myocardial
Infarction.
Medical record review of the Physician's
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F 329

‘| Rensi Failure, Hypothyroidism, Dementia, and

Continued From page 33

recapitulation orders for March 2013, revealeq
the reskdent recefved Ativan (antl-anxiety
madication) 0.5 mg (milligrams) twice daily and
ane tablet at badtime as needed and Rameron
{antidepressant) 15 mg af bedtima,

Medlcal reconi review of the pharmaty Drug
Regimen Review Flow Chart for August 14, 2012
through February 5, 2013, revealed the
Consultant Pharmecist recommended on
November 6, 2012, q gradual dose reduction for
the Ativan and on January 8, 2013, a gradual
dogs raduction for the Remeron, -

a gridual dose reduction was attempted and no
dacumentation for a medical contraindication {o
aftempt gradual dose reductions,

Resident #102 was admitted t6 the facility on
September 7, 2012, with disgnoses including
Hypernenslon, Congestive Heart Failure, Chronic

Anemia.

Medlcal record review of the Physiclan's
Recapitulation Orders for March 2013, reveated
the resident received Remeron 30 mg at bedtime,
Seroquel {antipsychatic) 100 mg at bedtime and
50 myg at 2:00 p.m., and Ativan 0.5 my three
times daily,

Medical record review of the Pharmacy Prug
Regimen Reviaw Flow Chart for Septerber 10,
2012, through March 5, 2013, revealed the
Consultant Pharmacist recommendad on January
8, 2013, a gradusl dose reduction for tha
Seroduel, on February 5, 2013, a gradual dose

Medical record review revegled no documentation |

F 320
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F 328 | Continued From page 34

gradual dose reduction for tha Remeron.

Medlcs! record review of & Pharmscy

o 16 my at a trial GDR (pradual dese
to 75 mg as a trial GDR..." Review of the

with the recommeridations.

Medical record review of 2 Pharmacy

GDR recommendations {mirtazipina [remearan]
and Lorazepam [ativan])..." Review of the
récommendation revealed no comment or
signature from the Physician.

& gradual dose reduction was aftempied and no
documentation for a medical contraindication to
attempt gradual dose reductions,

21, 2013, at 2:30 p.m., in the conference roatn,
confimed there was no documentation of
attempts at gradual dose reductions ag
recommended for residents #39 or #102.
483.35()) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -
(1) Procure food from sourees approved or

F 371
88=F

authoritiss; and

reduction for the Ativan, and on March 8, 2013, a

Recommendation Form defed January 2, 2013, -
revealed, "...Piease consider {decrease) remeron

feduction)...Please consider (decrease) seroquel

recommendation reveaied the Physictan marked
“No Action” and gave no reason for disagreeing

Recommendation Form dated February 7, 2043,
revealed, "...Please consider accepting previous

Medical racord review revealed no documentation

inlerview with the Interim Admintstrator on March

considered satisfactory by Federat, State or [ocal

F 329

F 371

F 371 483.35()) FOOD PROCURE,
STOREIPREPARE!SERVE-SANITARY

1} Wealk in refrigerator and Ice machine were
claaned with 1:10 bleach solution,

-|2y Walk in refrigerator and ice ‘machine wif be
manitored weekly by the Dietary Manager and

FORM ChS-2657(02-99) Previaus Vetzlons Cbaoléts

L4 6990 o
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) cleaned monthly,
F 371 anhnued From Dage 33 F 371 win be in compliance by 5/512013,
(2) Store, prepare, distribute and serve food i i
under sanitary condiions 3} Monitor log initiated by Dietary manager. 55113
Dietary manager alsg implemented an auditing
tool in ordar to mantain compliance, :
4) Dietary Manager will report findings from log
ta the QA Committes which consists of the
This REQUIREMENT is not met as evidenced Administrator, Directer of Nursing, Assistant
by: : Director of Nursing, Quaii Asgurance N
Based on observation and interview the facility Safety Direote i: 5 ty urse,
failed £ provide sanitary conditions in the food 8i6ly Dlrector and Department Heads.
preparation and storage areas of the dlatary
department.
The findings inclydes:

Observation of the walk-in refrigerator, during the
inftial tour of the kitchen, on March 18, 2013, at
7,40 p.m., revealed a black substance on the
cooler fan and a small amount of 3 black
substance on the refrigerator celling in front of the
fan,

Continued ohsarvation on the initial iour on March
18, 2013, st 7:44 p.m,, revealsd a greenish
substance around the lid of the jce machine, and
dripping down the front of the machine,

Inferview with the Dietary Manager on March 18,
2013, st 7:45 p.m., confismed the black debris in
the refrigerator, and the green substance around
the fid and down the front of the jos imachine,

F 428 483.60(c) DRUG. RECIMEN REVIEW,
F 428 483.60(c) DRUG REGIMEN REVIEW, REPORT |  F 428 (€) DRUG REGIMEN REVIEW

$8=D | IRREGULAR, ACT ON REFORT IRREGULAR, ACT ON
. : 1) Polential side effects of the antipsychotics on
The drug regimen of each resident must be resident #95 documented on the MAR, #95, #3a

reviewed at least once 2 month by a ficensed

pharmacist and #102 GDR has been reviewsd and Physicial
verbally nofified of needed dooumentation of "Ng Action [
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F 428 | Confinued From page 36

The pharmacist must report any frregularities to
the aftending physiclan, and the director of '
nureing, and these reports must be acted upon,

This REQUIREMENT s nat et as evidenced
by: :

Based on medical record review and Interview,
the facility failed to ensure pharmacy
recommndations were acted uporn timely for three
residents (# 05, #39, #102) of thirty-eight
residents reviawed,

The findings included:

Resident #95 was admitted to the facility on
March 19, 2012, with diagnoses including
Hypertension, Depresseq Meod, and Alzheimers
Disease,

Medical record review of 5 Pharmacy
Cansultation Report dated Mareh 6, 2013,
revealed, .. pleass conhsider discontinuing
remsroh (antidepressant) as a trial GDR {(gradual
dose reduction)..."

Continusd review of the Consultation Report
revegled the Physician had not been notified of
the pharmacy report.

Interview with the Director of Nursing on March
21, 20183, at 8:02 a.m., in the birector's office
confinned that the facilily failed to ensurethe
Pharmacy Consuitation Report was acted upan.

F 428

Taken" on GDRs. Action taken on resident #1032
following pharmacist GDR recommendations.

2) QA Nurse 16 review the MAR of the residents
who are on psychotropic and anlipsychotic med‘catiuns
to ensure side effacts are documentsd and
monitored. Ensure GDRs on residents are
reviewed and properly documented by physiclan.
This will be [n compliance by 5/5713.

3) Impiement a form to be placed on the MAR
by Pharmacy, Form will list the potential side
effects and behaviors) symptoms

of the particular antipsychotic medicakions for
tha partieuler resident. Foem wilt b2 monitorad
by the OA Nurse.

4} All pharmacy recommendations will be audit
by the QA Nurge by 1Q charts per manth and présented
te QA on a quarterly basis for a period of one yanr,

The QA Committee consists of the Administratos, 4/18/13
Director of Nursing, Assistant Director of Mursing,
Quality Assurange Nurse, Safaty Diractor and
Depariment Heads.
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F 428

Continued From page 37

Resident #39 was admitted (o the facility on
December 21, 2000, and re-admitted tq the
facliity on January 30, 2013, with diagrioses
including Insormnia, Gonstipation: Dementla,
Nervougness,
Hallucination, Cystic Fibrosig,
Vitamin B Deficiency,
Infarction,

Amnssia, Gastrilis,
and History of Myacardial

Msdical record review of the Physician's
Recapitulation Orders for Manch 2013, ravealed
the resident recsived Ativan {anti-anxiety
medicatian) 0.5 mg {milfigrame) twice daily and
one tablet at bediime as teeded, and Remeron
{entidepreseant) 15 mg at bedtims,

Medical record review of the Pharmagy Drug
Regiman Review Flow Chart for August 14, 2012,
through February 5, 2013, revealed the
Consultant Pharmacist fecommendesd on
November 6, 2012, a gradual doge reduction for
the Aflven and on January 8, 2013, a gradual
dose reduction for the Remeron,

Medical record review revealed no documentation
& gradual dose redustion was altempted, ng - .
documentation-for & medica} contralndication fo
aftempt gradual dose redudtions, and no
acknowledgement the Physician was awars or
followed up on the Pharmacy Recommendations.

Resident #102 was admitted to the facility on
September 7, 2012, with diagnoses Including
Hypertension, Gongestive Heart Failure, Chronic
Reéhal Failure, Hypathyroldism, Drementia, and
Anamig,

Medical record review of the Physician's

Anxiéty, Agitation, Hypertension, |

- Fdze
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03/24/2013

F 428 Continued From page 3B F 428

Recapitulation Orders for March 2013, revealad
the resident recaived Remeron 30 mg at badtime,
Seroquel (antipsychotic) 100 myg at bedtime and
50 my at 2:00 p.m., and Afivan 0.5 mg three
times daily.

Medical record review of the Pharmagcy Drug
Regimen Review Fiow Chart for September 10,
2012, through March §, 201 3, revealed the
Consultant Pharmacist rscommended oh Jantary
B, 2013, a gradual dose reduction for the
Seroquel, on February 5, 2013, a gradua! dose
reduction for the Ativan, and on March 5, 2013, a
gredual dose reduction for the Remeron,

Medlical record review of a Pharmacy
Recommendation form dated January 2, 2013,
revealed, "...Please considar {decrease) romeron
to 16 mg et a frial GDR {gradua dose
rfeduction)...Please consider {decraase) seroquet
to 75 my as a irial GDR.." Review of the
recommendation revealed the Physician marked
“No Action gnd gave ho reason for disagreeing
with the recommendations,

Medical record review of a Pharmacy
Recommendation Form dated February 7, 2013,
revealed, “...Please consider acecepting previous -
GDR recomimendationg (mirtazipine [remeron]
and Lorazepam [ativan])..." Review of the
recommendation revealad no commens or
slgnature from the Physician.

Medical record review revaaled no documentafion
a gradual doge reduction was attemnpted, no
decurrentation for a medical contraindication to
attempt gradual dose reductions, and no
acknowledgement the Physician was awsre or
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followed up on ali of the Pharmacy
Recommendations.

Interview with the Interim Administrator on March
21, 2013, at 2:30 p.m., inthe conference room,
confirred the facility had no processio ensure
Pharmacy Recommendations were acted upon
by the physicians,

F 441 | 483,66 INFECTION CONTROL, PREVENT

88=F | SPREAD, LINENS

The facility must establish and maintain an
Infection Control Prograrm designed to provide a
safe, sanltary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

{2 Infection Gontrol Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility; '

{2) Pecides what Procedures, such as Isolation,
should be applied fo an ndividual resident; and
(3) Maintaing a record of incldents and corrective
actlons related to infeations,

{b) Praventing Spread of Infection

(1) When the Infection Control Program
determines that a resident naeds isolation fo
prevent the spread of infection, the facility must
isclate the resident.

(2) The: facility must prohibit amployees with 2
corvmunicabie disease or infected skin leslons
from direct contact with résidents or thelr food, if
direct contact will transmit the diseass,

(8) The facility must require staff to wash their
hands after each direct resident contact for which

STATEMENT OF DEFICHENCIES (X1} PROVIDER/SUPPLIER/SLIA
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(Xd) 1 SUMMARY STATEMENT OF DEFICIENGIES Tv) PROVIDER'S FLAN OF CORREGTION ois)
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ADTION SHBULD BE COMPLETION
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F 428 | Continued From page 39 F 428

F 441 F441483.65 INFEGTION CONTROL,
PREVENT SPREAD, LINENS

1) Praper hand hygiene will be maintalned at all
times. Facility will be in compliance Immediately,
2) Handwashing policy reviewed, Provideg
handwashing hygiens to staff. Also, added hand
sanitizers o each medicine cart, Educated
medicine nurses to wtifize madication cups during
med pass, Continue to do slaff education
regarding hand hyglene.

3) Random menitoring conducted an Canter's
rounding log to track Gompliance which Is 6/6M13
completed Monday through Frigay periodlcally
by the management team,

4) Prasent rounding lag to the QA Committee on
a quanterly basis for a period of ane vear. ‘the
QA Committee conslsts of the Administrator, +

6/18/13

Director of Nupsing, Assistant Director of Nursing,
Quality Assurance Nurse, Safely Director and
Depaniment Haads.

I
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. F441 483.65 INFECTION CONTROL,
F 441 Continued From page 40 F 441 pppvent SPREAD, LINENS

hand washing is indicated by acceptaqy

professional practice 1) The Safely Direcior will continue to review an

revise Infection Contrgl Program identifying

'g?) Linens.l thandie. st ; © |immediate deficiencias in infaation control,
eréonnel must handle, store, process an E . P

transpoi‘t linens so as 1o prevent the spread of 2} InGrease awareness to staff ragarding infectiofy

infaction, | Prevention methods with standard precautions.

. To ke in compllance by 5/5/13, .
3) QA Nurse will manitor and frack infections

This REQUIREMENT is not met as evidenced thraughout the facility on a monthly basis by 5/5/13
by: antibiotic usage, abs, chest x-ray and identity

Based on observation and interview. the cili .
failed to promote standard infection cantrnf? ty micro-organisms which Indicate need for isolatioh
practices. precaytions,

4) Report types of infections, specific micro-

The findings incluged: .
organisms and any trends during the Guarterly

Dbservation of Licensed Practical Nurse (LPN) QA mesting, The QA Committes consists of the
#1 on March 18, 2013, gt 8:42 p.n., on the 200 Administrator, Director of Nursi istant
hallway, revealed Charge Nurse #1 administering ) injstrator, Director , ureing. Assistan
medlcations. Confinued review revesled the Director of Nursing, Quality Assurance Nurse,
LPN placed a medication intoa resiQenfs bare Safety Dirsctor and Department Heads,

hf"'ﬂ and falied to wash the hand prior to F 441 483.65 INFECTION CONTROL., .
placement. PREVENT SPREAD, LINENS

Interview with the LPN on March 18, 2013, at 1) Afl of the persenal hygiene items labeled with

8:44 p.m., on ths 200 hall, confirmed the L PN
failed 1o maintalin infection contral for the resident o
by not washing the hand andior leaving identification.

medication in @ medication cup. 2) Review all personal hygiene items in each

raom to ensure €ach resident has a proper labetl

resldents name in Room 418 for propar

Observation on the secure unit an March 21,

2013, at 1:02 p.m., with the Director of Nursing, Compilance to be maintained by 5/5/13,
revealed the following in the secure unit shower 3) Routine checks on personal hygiene to be
room; two bars of hand soep not labeied and checked at scheduled shower times by CNA's 1 5/5/13
avaiiable for use, wo hair brushes and one comb ceked at scheduled shower times by Ca's
with various colers of hair not labeled and ensuire the ftems are property tabeled for each
FORM CMS-2567(02-96) Previous Varsions Dbsotate Bvent 10:VCXH Faclly 10: TNB503 " IFcortinuation sheet Page 47 of 47
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
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avallable for use, two curling frons with various
colers of hair not labeled and avaliable for
uee,BM on the fioor, and clean briefs in a plastic
bag next to howe! movement. Continued review
of the secure unit ravesaisg room 418 with fwo
tubes of toothpaste, one tube of fixadent not
labeled, ang ‘vailable for yse,

Interview with the Director of Nursing on March
21, 2013, at 1114 P-m., confirmed tha faciiity fajleq
to maintain infection controf,

Observation on March 24, 2013, at2:02 pm.,
revealed Cerfified Nursing Assistant #3 canying
an open plastic bag next o the body with clean
linens fngide.

Interview with the Environmental Director on
March 21, 2013, at 2:03 p.m,, corfirmed clsan
kinens should not be transported closs to the body
and clean linen carts are available for transport of
Inens.

Resident #39 was re-admitted to the facility on

January 30, 2013, with diagnoses including

Dementia, Narvousness, Hallucinations, and
Hypertension,

Qbservation was made on March 20, 2013, at
2:20 p.m., in the residsnt’s oom, of 2 dressing
change, 0 & woung on the resident's cocoyx,
revealed the resident confused and lying in bed,
positioned to the left side. Fyrther observation
reveeled a urinary cathetsr wHS in use for the
resident with the urine coliection bag (contained
in a privacy bag), lying on the fioor atthe
resident's bedside. Contihuay observation
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o
individual resident. CNAs are also io stock persdnal
F 441 Continued From page 41

F 441 hygiene items ae needad. CNA Mentor will maintain
alog,
4) Conduct a QA on personal hygiene ftems anc
report findings quring the quarterly GA maeting.
QA conslsts of the Administrater, Diractor of
Nursing, Assistant Direstor of Nurging, Quality
ASsurange Nurse, Safefy Diractar and Depaﬁme
Heads,

F 441 483.85 INFECTION CONTROL,
PREVENT SPREAD, LINENS

1) Speciat Care Shower Room eleaned and ail
personal items were sanitized and labsled,
Individual bins have bean inbeled with resident’
Names and designated for each Special Care
Resident's personal hygiens items. CNA'S
have been instructad o tlean the showar raom
betweer each shower with 1:10 bleach solution,
2) Enzurg CNA's are using personalized bins for
each residert and educate staff mambers of the
importance of infection control by hot placing
clean finens or briefe I the ﬁuor OF tesr soitad
argas by 5/5/2013,

3) Checkiist to g monitorad by the Charge Nu
andior CNA Mentor for Cloaning of shower roor:IT
betwesn each residant on specified shower list 5/5/13
chart. Also, Chargs Nurse andfor CNA Mentor ig
psrform random checks during showsr times to
ensure that each resident's itsms are being
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F 421 | Continued From page 42 F 441) 4} Gharge Nurse or CNA Mentor lo present Aud+

| far optimal urine drainage and collaction if lying

revedled when the dressing change was
campleted the resident was repositioned for
comifort but staff failed to Proparly position the
urinary catheter collection bag (off of the fioor)
prior to exiting the resident's room,

Interview with Licensed Practical Nurse #5 {LPN)
at the tirme of the observation, confirmed the urine
collection bag wasg improperly placed to prevent
urinary stasis and reduce the potentiad risk of
urinary tract infection,

Interview with the Assistan
(ADONY, on
Director of N

t Dlrector of Nursing
March 21, 2013, at 7:30 a.m., inthe
ursing's office, confirmed a urinary

N

mcorractly positioned

fiat on the floor. Confin
this was not according to recognized standards of
practics for a urinary catheter, and posed and .
increased risk of potential urinary tract infection |
for the resident.

ued interview confirmeq

Observation of the west
March 20, 201 3, ato;

wing central shower on
35a.m., revealed a privacy
Curtain with multiple stains of varylng colors from
black to deep redq, Environmental inspection of
the shower room revealed cefling psint pesling at
vent, Zip fis holding light cover oh in Jeft side
shower, privacy curtain dirty, Certified Nursing
Assistant (CNA) #4 confirmed ths 2ip tie and the
pseling had been present for about a year, since
she had starteg working hare,

Interview with the
March 21, 2013,
tie on the light, the pesling paint

Director of Nursing (DON) on
at9:50am, confirmed the zip

on the cslling

to QA Committee quarteny, QA consists of
Admintstrator, Diractor of Nursing, Assistant
Director of Nursing, Qusiity Assurance Nurse,
Safety Director and-Department Heads,

Fa41 483.66 INFEGTION CONTROL,
PREVENT SPREAD, LINENS

1) Resident #3g indwelling cathater was placed
ina privacy bag anc proparly positisned off the
fioor for adequate drainage of uring figw March
20, 2013,

2) Review all residents with Indwelling catheters
and assess containment In o privacy bag and
properly positioned off the floor for adequats
drainage of urine figw by April 15, 2013,

3) ADDN to educats gl Nursing and CNA staff
well as all Administrative staff regarding proper
Storage of indweliing catheters in a privacy bag
and catheters to be off the floor and positioned
for adequate drainage. QI will be measured with
randem checks within rounding process that ig o
by tha Rounding Leadarship Team consisting of
the Directar of Nursing, Assistant Director of tu
Safaty Director, Business Office Manager, Soci
Services Director, and Admissions Coordinator.
Indwelling catheters 1o be monitorad on rounding
4) Findings of Q4 reported quarerly to the
QA Commitfee for g period of one year, QA
consists of the Adminisirator, Director of Nursing,
Assistant Director of Nursing, Quallty Assurancé]
Nurse, Safely Director and Department Heads.

i
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. ' F441 48365 INFECTION CONTROL,
F 441 | Continued From page 43 ] F 441
o . o PREVENT SPREAD, LINENS
and the diity curtain, stated it looks like bloge™ - , o
and stated curtains are 1o be cleaned monthly, ") The West Wing central shower cailing has
. ’ f 3 been painted. Tha Zip-fie has bgen removed from .
Review of (he Infection Contro! Program, Infection the light covar and has been fixed appropriatet
Control Palivies snd Procedures, and interview 9 ,n"g " . ipp Prately.
with the Coordinator of Infaction Control {ICCon } Thera will be routing monthly maintenance ;
March 20, 2043, at 1:35 B.m., in the Tralning 8nd as needed chacks on gl shower rooms, waltv.
Room, revealed the Infaction Contro! Coordinator cellings and light fxtures. Compliance o be met by
had recently implementeg an infection contro) 8/51(3
program for surveillance ang tracking of . .
infections in November 2012; implemented an 3) The shewer rooms are 1o be inspected quarte Hy
ﬁdu_cah‘nn p;cia;r@m Ifotllr;taﬂ' regatriding hﬁf}d by maintenance and loggad into & trackinglog | /5013
yaiene, safely, ispla precautions, a ' ; .
universal precautions condusted by the Director specifically for the Showe': reoms. _
of Housekeeping and Environmental Sorvices 4) Maintenance will submit the tracking log to
within the Jast month; and had implemented 3 QA meetings ongoing. QA consisis of the
rounding program to ensure hand hyglene was inist ; 7 : .
performed eorrectly by staff in the past week ‘ A'dmlm_s rator, l:?weomrp.l\lurslng, Asgistant
Further interview revealed the 100 was unaware Birector of Nursing, Quality Assurance Nurse,
of any policies and procedures, education Safoty Director ang Department Heeds.
pragrams, or surveillance and moniltoring
Programs In place prior to November 2042,
Further Interview confirmead the infaction control
program was still being developed and was not
fuily implemented currently and did not include
monitoring of lab raports far correct antiblofic
usage; monitoring and tracking of specific
organisms; and monitoring and survefilance for
Placing residents in isolation. Further interview
confirmed the facility did not have adeguate )
policies and procsdures in place for a complels
Infection Contrp) Program.
F 520 | 483.75(0)(1) QAA F 820(F520 483.75(c)(1) QAA COMMITTEE-MEMBERS/
E8=F COMM!TTEE-MEMBERS!MEET MEET QUARTERLY/PLANS
QUARTERLY/PLANS 1) QA Nurse to review current deficiencies and
tracking of restraints/safety measures, infection
1 A facifity must maintain a quality assessment and * {contral log, monitoring of weights ang process for
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B
physician review of pharmacy

F 620 | Continued From page 44

assurance commiftes consisting of the director of
hursing services: a physician designated by the
facifity; and at least 3 other members of the
facility's staff, = - o

The quality assesement and assurance
committee meets at loast quarterly to identify
Issues with respect ta which quality assessment
and assurance activities arg necessary; and
develops and implements appropriate plans of

action to corract identified quality deficiencies.

A State or the Secretary may not require
disclosure of the recorss of such commiites
except insofar as such disclosure is related to the
compliahce of such commitice with the .
requirements of thie section,

Good faith attempts by the committee to identify
and gorfect quality defioiencies will not ba used a5
a basis for sanclions,

This REQUIREMENT is not met as evidenced
by, .

Based on facility policy raview, observations, angd
Interviews the facility falled o anheure the Quality
Assurance Committee consistently developed
and impiemented plans for tmproved residant
care snd safety {particularly related to infegtion
control, regident safefy and reatraintg, and
phafmacist reviews), ‘

The findings included:
Review of the facility-policy Quality Assessment

Performanca Improvement Plan (undated)
fevealed ", A, 2. Facilitate...day to day dperations

F 520 reviews/resommendations,

2} QA Nurse to roview all residents with restrain
devices for completion of assessments/docy tation,
physician arders, revigw residents on gurrent
antibiotics end review [abs for Spacific micro-
organisms and update tracking log and continy
with sccidentincident tracking log and placing
investigation with interventions on care plan.
Ensure that ali Pharmacy Revlaw!Recommanda ions
have been plaged on charls and addrogsed by

tha Physician by 575713,

3) QA Nurse to continue to track lag of acgideny incidents
and will plage intervention Copy on the care plan

Also QA Nurse will track tog of infaction includin micro-
organisms identified, and conduet & QI on pha acy
review with follow-up by physicians to inglugi
reasen for "No Action”, ' 6/5/13
4} Roport quarterly and trend aocidentsﬁnclden,ts A
infection log and trends, compliance of weight
monitoring, compliance of pharmagy reviews
recommendations signed by the physician io QA
Gommittee. QA consists of the

Administrator, Director of Nursing, Assistant
Director of Nursing, Quality Assurance Nursa,
Safoty Director and Departmant Heads.
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DEFICIENGY)

F 520

Continued From page 45

based on results of measyreg Quality of servige
and patient cers...B. 4. (d) To review and analyze
coltectad data and indleators and recommend
corrective action...3. (Infaction Contrdly An
infection control checkijst will be completed
monthiy as an oNgoing examination of the
Center's standards, 4. (Safety) At least quartarly,
the Administrator and/or desjgnee will complete a
review of the safety Program. 5. (Patient Falls)
The facility will collect data and investigate falls
on a menthly basls...6, (Pharmacist Review) The
consulting phermacist wil) perform an on-site
réview...Should there be any problem areas or
discrepancies, the Quelity Assessment and
Performante kmprovement CGommittee will create
a plan of corrective action and follow-up...”

Ravlew of requested Investigative documentation
related fo identified resident cars concerng March
18 through March 21, 2013, revesled absent
documentation and informational gaps- were
identified in the aress of welght monifaring,
accident Investigations, infaction control .
monitoring, and pharmaey fecornmendations
being processad fimely.

Intorview with the Administrator (NHA) and
Director of Nursing (DON) on March 18, 2013, at
7:15 am,, outside the DON's office revealad the
Tacliity had experienced 5 high tum-over in the
achminisirative positions in recent months,
Continued interview ravealad the NHA and BON
had both held their positions for a refatively short
amount of ime, and attributed the informational
gaps and lack of documentation to the
adminlstralive inconsistencies,

Inferview with the Quality Assurance {Qa)

F 520
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DEFICIENCY)

F 520

Continued From Page 48

Chairpersaiv, on March 24,2013, at 1:30 P, in
the tralning room, revealed the Chairperson had
been recently employed by the Tacility.. Continued
interview confirmed, the QA systéms wers now
In place, but evidence and/or documentstion of
consistent Quality of Care initiatives and
monitaring could not be produced for the
specified look back period (since the Jast survey),
Monthly Infection Control Tracking/Trending iogs,
consistent and acourste resident weight
manitoring, and Safely/Falls Reviews could not
be consistently produced to ensure sufficient
quality monitoring. Interview with the QA
Chairperson confirmed the documentation was
lacking, informational lapses were present, and
the facility QA policy had not been followsd,

F 520
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